Background Injuries accounted for 11 % of the global burden of disease in 2010. This study aimed to quantify the burden of injury in low-and middle-income countries (LMICs) that could be averted if basic surgical services were made available and accessible to the entire population. Methods We examined all causes of injury from the Global Burden of Disease 2010 Study. We split the disability-adjusted life years (DALYs) for these conditions between surgically ''avertable'' and ''nonavertable'' burdens. For estimating the avertable fatal burden, we applied the lowest fatality rates among the 21 epidemiologic regions to each LMIC region, assuming that the differences in death rates between each region and the lowest rates reflect the gap in surgical care. We adjusted for fatal cases that occur prior to reaching hospitals as they are not surgically avertable. Similarly, we applied the lowest nonfatal burden per case to each LMIC region. Results Overall, 21 % of the injury burden in LMICs was potentially avertable by basic surgical care (52.3 million DALYs). The avertable proportion was greater for deaths than for nonfatal burden (23 vs. 20 %), suggesting that surgical services for injuries more effectively save lives than ameliorate disability. Sub-Saharan Africa had the largest proportion of potentially avertable burden (25 %). South Asia had the highest total avertable DALYs (17.4 million). Road injury comprised the largest total avertable burden in LMICs (16.1 million DALYs). Conclusions Basic surgical care has the potential to play a major role in reducing the injury-related burden in LMICs.
Introduction
The Global Burden of Diseases, Injuries, and Risk Factors (GBD) 2010 Study reported that 5 million deaths and 279 million disability-adjusted life years (DALYs) globally were due to injuries in 2010 [1] . Injuries accounted for 11 % of the total disease burden globally (2,490 million DALYs) in both high-income countries (HICs) and lowand middle-income countries (LMICs). Although the proportion of injury-related burden to the total burden was virtually identical between HICs and LMICs in 2010, there were some notable differences. First, there was a declining trend since 1990 in the proportion of burden due to injuries Electronic supplementary material The online version of this article (doi:10.1007/s00268-014-2685-x) contains supplementary material, which is available to authorized users.
in HICs but an increasing trend in LMICs. Second, although road injury, falls, and self-harm were the top three causes of injury burden globally, their relative importance differed. These three causes contribute more or less equally to the injury burden in HICs (25, 26 , and 21 %, respectively), whereas road injuries clearly dominate in LMICs (27, 11 , and 12 %, respectively). Drowning, fire, heat, and hot substances account for 15 % of the injury burden in LMICs, whereas these factors are responsible for only 5 % of injuries in HICs.
Surgically avertable burden for all conditions (not just injury) was estimated for the first time as part of the Disease Control Priorities Project, Version 2 (DCP2) [2] . Opinions from 18 surgeons were elicited, and their responses estimated that 11 % of the global disease burden might be addressed by surgical care. Also, 38 % of that burden was deemed to be related to injuries [3] . Given the recent release of GBD 2010 Study estimates and enhanced methods for disease burden in general, we are now in the position to examine the surgically avertable burden by applying a more data-driven approach. In the current study, we focused on all injuries (the largest contributor to the global surgical burden) that are amenable to surgery in LMICs. Our aim was to quantify the burden of injury in LMICs that could be averted if a basic package of appropriate quality surgical services was universally available and accessible to the entire population. We incorporated data, methods, and resources of the GBD 2010 Study to arrive at the most comprehensive estimates of surgical burden of injuries to date.
Methods
We examined all injury causes that were included in GBD 2010 and are listed in Table 1 [1] . Our analysis assumes a basic surgical package (also outlined in Table 1 ) that was identified based on priority recommendations from guidelines [4, 5] . These procedures can be provided at first-level hospitals and thus have the potential for scaling up even in rural areas. Conversely, we did not include advanced level surgical procedures (e.g., repair of major vascular injuries) that are more difficult to expand nationwide. The overall concept of the approach was to split the reported DALYs of injury in 2010 into surgically ''avertable burden'' and surgically ''nonavertable burden'' categories.
We first estimated the DALYs that would remain if surgical coverage were scaled up to the ''counterfactual'' state of full access to quality surgical care such as what we expect in high-resource environments, thus leaving only the nonavertable burden. We then subtracted the nonavertable burden from the burden reported in the GBD 2010 to derive the avertable burden. Some of the external causes were assumed not amenable to surgery: drowning, poisoning, self-harm, venomous animal contact, intentional injury others. Key demographic and epidemiologic parameters for the analysis were obtained from GBD 2010, including population, standard life expectancy, cause-specific mortality, incidence, prevalence, and disability weight [6] [7] [8] . Most of the parameters were specific to age, sex, region, and year. The GBD 2010 grouped the countries into 21 epidemiologic regions and 7 super regions (6 of which are LMICs). Our analysis was conducted at the superregion level by aggregating regional-level parameters.
We estimated the fatal and nonfatal burdens separately: years of life lost (YLLs) and years lived with disability (YLDs). In GBD 2010, YLLs were estimated based on external causes of injury and YLDs based on the nature of the injury. The estimated YLDs based on nature of injury were then apportioned to each external cause based on cause-nature matrices to calculate the DALYs for each external cause. The details of this methodology have been previously described [7] . In this study, we estimated the avertable YLLs and YLDs based on external causes and nature of injury, respectively, and proportionally allocated the latter back to external causes. The proportional allocation of YLDs, instead of using a conversion matrix, was because of the absence of such matrices for surgically avertable burden.
The base population for the analysis comprised all incident cases in 2010. We initially estimated the number of deaths for each cause in LMIC super-regions if surgical coverage had been provided at the counterfactual state. We assumed that the epidemiologic region with the lowest ageand sex-specific case fatality rates (CFRs) for each cause reflected the counterfactual situation (hence the difference in those fatality rates reflecting the gap in surgical care). However, there are injury cases that result in deaths before reaching a hospital. As these cases are not amenable to surgical care, the counterfactual CFRs had to be adjusted for differences in proportions reaching the hospital alive. We obtained therefore information by surveying the literature and country-level hospital data (Brazil, United States, South Africa) from a total of 18 countries on the proportion of prehospitalization deaths. We pooled and extrapolated those data to regions where there was no information available by means of Bayesian meta-regression embedded in the DisMod-MR program (see Vos et al. [7] for details on DisMod-MR). With this proportion of fatal prehospitalization cases, we adjusted the CFRs for each super-region (see Online Appendix for details) and estimated the fatal burden for the counterfactual state as follows:
where DEATH 0 i;j;k is the age (i)-and sex (j)-specific number of deaths for the counterfactual state in each super-region (k), Incidence i;j;k is the age-and sex-specific number of incident cases from GBD 2010 in each super-region, CFR 0 i;j;k is the lowest age-and sex-specific CFRs from all regions adjusted for prehospitalization deaths, YLL 0 i;j;k is the fatal burden in the counterfactual situation, and StdLifeExpect i is the age-specific standard life expectancy used in GBD 2010 [6, 39] .
The next step was to estimate the nonfatal burden for the counterfactual state. In GBD 2010, the incidence was initially calculated by external causes of injury. However, the disability weights were specific to the nature of the injury. Hence, the incidence estimates based on external causes were mapped to 23 natures of injury using cause-nature matrices that were age/sex-specific and distinguished between HICs and LMICs. (The matrices were constructed using hospital discharge data from more than 30 countries and emergency room discharge data from the United States, providing data both as external cause and nature for the same case.) The incidence by nature was the basis for calculating the short-term YLDs for each condition. For estimating the long-term YLDs, the prevalence of each condition was estimated by DisMod-MR using the estimated proportions of long-term sequeleae and incidence data based on the nature of injury. When estimating the total YLDs (i.e., short-term and long-term) for the counterfactual state, information of proportion resulting in long-term sequelae with optimal care was needed. As such information was not available, we assumed that the lowest total YLDs per case warranting access to care from all regions in GBD 2010 reflected the counterfactual situation. Based on these assumptions, the total YLDs based on natures of injury for the counterfactual state were calculated as:
where YLD 0 i;j;k is the nonfatal burden in case of the counterfactual state, and YLDperCase lowest i;j;k is the lowest YLDs per case based on nature of injury warranting access to care from all regions. We then assigned back the avertable YLDs to each external cause by calculating the proportion of total YLDs that were avertable in each super-region and applied that proportion to GBD 2010 results that were provided as external causes. To account for external causes that were assumed to be not amenable to surgical care, we redistributed those YLDs to surgically amenable external causes proportionally and derived the final YLDs for the counterfactual state for each cause that was amenable to surgical care (see Online Appendix for details). Figure 2b further breaks down the avertable injury burden for each injury cause by region.
Results
South Asia stands out in four categories of injury in terms of quantity of surgically avertable burden: injuries due to fire, heat, and hot substances; road injury; other transport injury; unintentional others. East Asia Pacific had the highest avertable DALYs caused by falls and Latin America/Caribbean had the highest caused by interpersonal violence. Table 2 provides full details of our estimates for [40] , which is higher than our estimation (1.0 million deaths). They made use of CFRs from injuries obtained from three economic strata in their analysis: 35 % from Seattle, USA (high income); 55 % from Monterrey, Mexico (middle income); 63 % from Kumasi, Ghana (low income). These three CFRs were uniformly applied to all 2008 trauma mortality data in LMICs. Although the study is not immediately comparable because of differences in study years, data sources, and assumptions employed, our analysis was based on the most comprehensive and internally consistent sets of epidemiologic parameters to date from the GBD 2010 Study. They were specific to sex, age, region, and cause of injuries and hence ought to be more accurate. When comparing our estimate of the proportion of surgically avertable injury burden with that reported in the Disease Control Priorities Project, Version 2 [3] , our estimate was lower (35 vs. 21 %) . In our analysis, we explicitly accounted for the proportion of deaths that occur on site or never reach a hospital (see Online Appendix), which might partly explain the difference. For instance, more than one in two deaths from road injuries and two in three deaths from other transport injuries or interpersonal violence took place before reaching the first referral point of care. The chance of survival for these cases depended largely on first aid and referral systems, which are much broader infrastructural and policy issues and hence cannot be addressed by surgical care alone. Nonetheless, the main driver of the difference comes from the approach that is considerably more systematic than the one employed in DCP2, which was based on expert opinion.
As is the case with any modeling study, our analysis is not without limitations. We assumed that the lowest fatality estimates from the 21 epidemiologic regions, adjusted for preadmission death, reflected the case of the counterfactual state of complete access to high-quality surgical care. Although most of the lowest age-and sex-specific fatality rates were from high-income regions, it is not evident if those figures reflect our counterfactual state in terms of what is practical in LMICs. Furthermore, even the lowest fatality rate may not truly reflect the case of full coverage with access to quality care. The variations in fatality rates among HICs may imply that none of the health systems reflect the true counterfactual state. Analysis of avertable YLDs was conducted at the level of the nature of injury categories that were pooled and reallocated proportionally to external causes. This condition was due to the absence of a conversion matrix between external causes and natures of injury. Although it does not affect the total YLDs of injury, there may be an over-or under-allocation of avertable nonfatal burden between external causes. Given the dominance of YLL over YLD in the total and avertable burden of injury, the impact of the proportional YLD allocation on results was minimal. Finally, it should be noted that the difficulties associated with scaling up surgical care can vary substantially between regions and procedures. Studies from South Africa, an uppermiddle-income country, revealed major lack of trauma care system in the country where more than half the doctors at district hospitals do not have access to an operating room for emergency trauma cases, and 70 % are not able to perform laparotomy independently [41, 42] .
Conclusions
A substantial number of deaths can be averted-and disability addressed-with improvements in access to and delivery of basic surgical care in LMICs. There is considerable scope for surgical care to play in averting the burden of injury in LMICs. Despite the importance of surgical care, other approaches are needed to alleviate injury burden. Given the substantial proportion of fatal cases that occur prior to admission to hospitals, prevention and improvements in prehospitalization services are critical.
